At the time of the discovery of anaesthesia, there was little importance attached to protection of the airway or retrieval of foreign bodies, blood or pus from the pharynx and trachea. Anaesthesia was so light that swallowing and cough reflexes were usually preserved and it was not uncommon for patients to be aware and even conversant during surgery. A report in the Lancet of an amputation under ether at the Bristol General Hospital in January 1847 tells of sips of wine being administered to the patient at intervals during the operation. J. Mason Warren, a surgeon at the Massachusetts General Hospital, who had been present at Mortons first public demonstration of ether anaesthesia, described another of Mortons anaesthetics thusvery soon after the operation had commenced, he recovered his consciousness sufficiently to inquire how we were getting on, requesting that we should not hurry, but that the operation should be done thoroughly. This being completed, and the wound dressed, he said that he had been well aware during the greater portion of the time of what we were doing, but felt no more pain than he would have experienced from an ordinary examination of the part.
Surgery involving the mouth or pharynx was a different matter and few of the early practitioners of anaesthesia were prepared for sharing the airway with the surgeon. Anaesthesia was induced and surgery performed during recovery, or the notion of anaesthesia ignored and surgery performed by the traditional barbaric methods.
Professor James Miller of Edinburgh published his textbook of surgery in 1850 and included the following advice: In operations on the mouth and nose, anaesthesia must be used warily, if at all. The obvious and urgent cause of prudence here is the risk of asphyxia by blood escaping into the air passagesin the deep stupor of surgical anaesthesia in the patientis alike dull to swallow or to cough Operating once for cancer of the noseI began with anaesthesia. .rom the track of the scalpel blood burst forth in large quantity; and, although I had arranged the patient in a sitting posture, I soon found that he was found in imminent jeopardy of his life. The blood actually boiled and gurgled in his throat; and I was glad to find that consciousness speedily returnedI had to wait until the anaesthesia had passed wholly offand then completed a bloody and painful, but safe operation.
A non-medical colleague of Professor Miller championed the cause of those excluded from the benefits of anaesthesia by saying It cannot be true in point of philosophy, that the inconvenience by gravitation of the blood should be irremediable. Why not erect a bed higher than the operators head, and lay the patient on it with the mouth down, and the head a little projecting? You will get sprinklings to be sure. But take a fishing coat. And as for delicacy of operation, you would feel as well, in point of position, as a painter doing angels on a cupola. Miller rejected the idea because of the inadequacy of surgical lighting! Some, including John Snow, advocated the use of the recumbent position for surgery, occasionally tilting the patients head forward emptying accumulated blood and debris from the pharynx. Wilson of Manchester recommended the use of a rocking chair during operations for excision of the tongue, allowing the chair and patient to occasionally be rocked forward and the head tilted so as to allow blood to be cleared from the pharynx.
Until suction became available in the 1930s, maintenance of a clear airway during oral and nasal surgery relied on posturing of the patient, mopping with sponges or the temporary placement of swabs or throat guards. Removal of surgical debris such as polyps, blood clots or foreign bodies could only be effected by the finger or devices such as probangs.
The probangs shown on the cover consist of a horse-hair bristle which expands when the central stem is pulled within the outer sheath. The earlier version (above) has a whalebone stem within a gum elastic outer sheath and a small sea-sponge attached to the distal end. The later metal version (below) originally would have included a thumbring on the proximal end of the stem to enable singlehanded operation. They were designed primarily for use in the oesophagus but could also be used in the pharynx and even the trachea for retrieval of foreign bodies. 
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